= Abstract = Plastic bronchitis is a rare disease characterized by the recurrent formation of branching mucoid bronchial casts that are large and more cohesive than those that occur in ordinary mucus plugging. Casts may vary in size and can be spontaneously expectorated, but some require bronchoscopy for removal. Plastic bronchitis can therefore present as an acute life-threatening emergency if obstruction of the major airways occurs. Three of 22 reported patients with eosinophilic casts were fatal, with death due to central airway obstruction. Here, we report a child with no history of atopy, allergy, or congenital heart disease who was diagnosed with plastic bronchitis with eosinophilic casts. Although he was administered intravenous (iv) antibiotics; iv corticosteroids; and a vigorous pulmonary toilet regimen, including chest physiotherapy and routine bronchoscopic removal of casts, he had brain death secondary to hypoxic brain damage. Plastic bronchitis can be fatal when casts obstruct the major airways, as in the present case. Clinicians should intervene early if a patient exhibits signs and symptoms consistent with plastic bronchitis. (Korean J Pediatr 2009;52:1048-1052 
Introduction
Plastic bronchitis is a rare disease characterized by the recurrent formation of branching, mucoid bronchial casts 1) .
Plastic bronchitis can present as an acute, life-threatening emergency if obstruction of the major airways occurs 2) . Type I or inflammatory casts consist predominantly of fibrin with dense eosinophilic infiltrates and Type II or acellular casts are composed primarily of mucin 3) . The prognosis is favorable in the group of patients with eosinophilic casts, but 3 of 22 reported patients with eosinophilic casts died due to central airway obstruction 1) .
Herein, we report a child with no history of atopy, allergy, or congenital heart disease (CHD) who was diagnosed with plastic bronchitis with eosinophilic casts. Although he was given intravenous (iv) antibiotics, iv corticosteroids, a vigorous pulmonary toilet regimen, including chest physiotherapy and routine bronchoscopic removal of casts, he had brain death secondary to hypoxic brain damage.
Case report
An 11-year-old boy was admitted to Chonnam National University Hospital for evaluation of cough of 2 days duration. His parents had previously taken him to a primary care physician. The physician evaluated the plain radiographs, which revealed total atelectasis of the left lung. The patient had no history suggestive of allergic diseases, such as wheezing, chronic cough, rhinorrhea, or atopic dermatitis and he had no admission history. On physical examination, his weight was 34.5 kg (25-50 percentiles) and he was 142 cm in height (25-50 percentiles). His blood pressure was 100/60 mmHg (25-50 percentiles), the pulse rate was 78/min, the respiratory rate was 20/min, and the body temperature was 36.5℃. He had no signs of respiratory difficulty, such as chest retractions, dyspnea, and nasal flaring. On auscultation of the chest, breath sounds were not heard over the left lung field, however clear breath (Fig. 5) . Although his lung function improved after routine bronchoscopic cast removal, he had brain death secondary to hypoxic brain damage after the 7th hospital day and died on the 41st hospital day.
Discussion
Plastic bronchitis has been referred to by many names, including fibrinous bronchitis, cast bronchitis, bronchitis pseudomembranosa, and Hoffmann bronchitis 2) . Plastic bronchitis in children has been reported in association with a variety of cardiorespiratory disorders, such as asthma, cystic fibrosis, allergic bronchopulmonary aspergillosis, bacterial and viral respiratory infections, acute chest syndrome associated with sickle cell disease, and CHD 4) .
The prevalence of plastic bronchitis is unknown, and it is likely that many patients go undiagnosed. Plastic bronchitis affects patients of all age groups, but the majority of published reports involve pediatric patients 2) .
The clinical hallmark of plastic bronchitis is the frequent formation and expectoration of very large and branching bronchial casts. These may vary in size from small segmental casts of a bronchus, to casts filling the airways of an entire lung. It has also been reported that expectorated casts have been mistaken for food, such as noodles or chicken meat 5) . The bronchial casts are often described as . The patients with structural CHD were classified as mucinous, inflammatory, and chylous casts. The patients without structural heart disease, were then classified by as lymphatic disease or chylous casts, atopy or eosinophilic casts, and acute chest syndrome associated with sickle cell disease or fibrinous casts 1) .
No specific therapy for bronchial casts has been shown to be effective. Different therapies have been applied, depending on the nature of the cast. Attempts to improve cardiac output in children with underlying cardiac defects are considered important. In contrast, corticosteroids have been used preferentially with inflammatory casts or type I cast. Bronchoscopic removal has been routinely practiced in most cases 1, 2, 4) . Presentations of plastic bronchitis with asphyxia and acute severe respiratory distress are reported and urgent bronchoscopy may be lifesaving 6) . . Patients who have chylous casts without CHD tend to be older and no deaths have been reported 1) . There are . The mean age was 6 years with a range from 13 months to 40 years, and there was a slight female predo- . As we know, this is the 4th recorded case of plastic bronchitis with eosinophilic casts leading to death.
In conclusion, we have reported a child without a history of atopy, allergy, or CHD who was diagnosed with plastic bronchitis with eosinophilic casts. Plastic bronchitis can be fatal when casts obstruct the major airways, as in this case. 
